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Preface 

PREFACE 

With a bachelor degree in public health from the University of Halmstad, 
my background is more within behavioural than medical science. Doing my 
two-year master’s degree at the Medical Faculty at Linköping University 
had me approaching health care settings and gaining a more in-depth med-
ical understanding. During that time, physiotherapists, occupational ther-
apists, registered nurses, speech therapists, and public health scientists in-
tegrated and worked together in different health care setting scenarios. The 
possibility to study with other professions added many new insights and 
made me realize the need for public health within health care organiza-
tions. From a public health perspective, a salutogenic approach to the pa-
tient was often put aside for a more pathogenic approach. I experienced 
patient autonomy, self-worth, and empowerment sometimes being put 
aside to prioritize diagnosis, sickness, and their possible effects on the 
body. Initially, I doubted myself and thought of my public health education 
as a possible weakness, fearing being questioned due to having scarce 
knowledge about health care. I lacked specific insights and preconceptions 
about health care and working directly with patients. But as time went on, 
I came to realize that my background could and should be considered as 
adding perspective to research in health care settings, contributing with 
salutogenic and preventive approaches.   

Lastly, readers should be reminded that this thesis was initiated before 
online doctors became widespread in Sweden. When I carried out the first 
interviews with young adults, several of them had not heard about the pos-
sibility of visiting doctors online. That is also one of the reasons why online 
doctors were not explicitly included in this thesis, though they are implic-
itly represented in the fourth and last study when analysing health care in-
formation online.
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ABSTRACT 

Swedish health care has set an aim of working towards ‘a good and inte-
grated care’ with focus on patient-centred care in an effort to strengthen 
patient autonomy and improve accessibility. Problems with accessibility in 
earlier research have been associated with non-urgent complaints, espe-
cially at emergency departments (EDs). In addition, the use of EDs for non-
urgent complaints has been connected to difficulties getting an appoint-
ment at primary health care centres (PHCs). Among non-urgent health care 
visits, young adults (age 18-29 years) are overrepresented. When studying 
health care utilization, the significance of health literacy permeates its dif-
ferent compounds, as associated with health care utilization. 

 The overall aim of this thesis was to gain a deeper understanding of 
young adults’ health care utilization within EDs and PHCs by describing 
and exploring their use of health care in relation to perceived needs and 
prerequisites.    

The design of this thesis was primarily explorative, using interviews, 
observations, and text analysis for data collection. In addition, a retrospec-
tive and cross-sectional overview was designed using registry data and 
questionnaires to identify health care use in a Swedish context. Data were 
analysed using statistical analyses, grounded theory, and two kinds of con-
tent analyses.  

Results demonstrated that, in terms of doctor visits, young adults did 
not seek care to a greater extent than other age groups. As a young adult, 
the seeking of emergency care was characterized mainly by abdominal and 
chest pain, symptoms of short duration, and recommendations to seek care 
by a health care professional. Insufficient and/or problematic health liter-
acy was found in more than one-third of the young adults seeking health 
care and was associated with anxiety about symptoms, lower reliance on 
health care, and seeking care for psychological symptoms. When exploring 
young adults’ health care utilization, the sense of being taken seriously 
emerged as their main concern. Furthermore, the seeking of health care 
should be considered a process rather than isolated visits where external 
influences, clarity of symptoms, behavioural approaches, health care know-
how, and enabling self-management were important factors in understand-
ing health care utilization. For health care personnel, the question of non-
urgent care among young adults was a question of the distribution of re-
sponsibility; young adults were considered to put too much responsibility 
on health care to get healthy. The young adults had great concerns, were 



Health care utilization among young adults 

 2

unable to wait, demonstrated other needs for communication, and were in-
fluenced by external information. The perception of young adults’ health 
care utilization was also associated with difficulties within the health care 
setting. Contributing factors were that each health care unit was just a small 
part of an enormous health care system, having to deal with tough priorities 
and to work with different ethical dilemmas. Nonetheless, health care per-
sonnel felt comfortable meeting young adults based on experience, either 
their own or by asking others. When scrutinizing external influence, online 
health information was found to be foremost basic, helping the reader in 
narrowing down possible diagnoses. However, a modified dimension was 
also present, in which the reader had to balance alternatives, making it dif-
ficult for young adults to come to a decisive conclusion on what to do with 
symptoms.  

The findings from this thesis demonstrate that it is the interactions be-
tween young adults and health care that enable factors for future patient 
empowerment and for health literacy to emerge and develop, thereby ena-
bling future self-care. By acknowledging young adults primarily as new-
comers to adult health care in need of support rather than part of a rela-
tively healthy group, seeking care for non-urgent problems could possibly 
alter alternative attitudes and prejudices. Emphasizing adjustments within 
each health care meeting has the chance to empower and still achieve the 
goal of effective health care.  
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SVENSK SAMMANFATTNING 

Svensk sjukvård har satt som mål att främja en god och nära vård genom 
att förändra processer så att patienten blir i centrum för sin vård med pri-
märvården som nav. Detta är en del i arbetet med att stärka patientens 
egenmakt, förbättra tillgången på vård och bygga en effektiv sjukvård.  

Tillgängligheten till sjukvården har länge ansetts som ett bekymmer 
både nationellt och internationellt. Tidigare forskning, framförallt inom 
akutsjukvården, har kopplat ihop svårigheter med tillgänglighet till hög an-
del vårdkonsumtion inom akutsjukvård för icke akuta besvär. Detta har i 
sin tur kopplats till svårigheter att få en läkartid inom primärvården. 
Forskning som fokuserat på orsaker till den höga vårdkonsumtionen av 
icke akuta besvär har sett att unga vuxna, 18-29 år, är överrepresenterade. 
Utifrån att vårdkonsumtion studeras är hälsolitteracitet ett central begrepp 
då forskning har visat att hälsolitteracitet är kopplat till vårdkonsumtion.  

Syftet med avhandlingen var att försöka få en fördjupad förståelse 
kring unga vuxnas vårdkonsumtion i första linjens vård genom att besk-
riva, undersöka och förklara deras användning av sjukvården i förhållande 
till upplevda behov och förutsättningar.  

Avhandlingen är främst av utforskande karaktär där intervjuer, obser-
vationer och textanalyser står i fokus som datainsamlingsmetoder. Därtill 
har en kartläggning genomförts med hjälp av register och enkäter för en 
överblick av vårdkonsumtionen bland unga vuxna, dels i jämförelse med 
andra åldersgrupper men också vid ett specifikt tillfälle. Analyser genom-
fördes med hjälp av statistiska analyser, grundad teori och två versioner av 
innehållsanalys.  

Resultat från kartläggningen visade att unga vuxna inte söker mer vård 
än andra åldersgrupper vad gäller andel läkarbesök. Att söka sig till akut-
sjukvården var förknippat med att ha magsmärtor och bröstsmärtor, haft 
kortare tid med symptom samt i större utsträckning blivit rekommenderad 
att söka vård av sjukvårdspersonal. Otillräcklig och/eller problematisk häl-
solitteracitet återfanns hos en tredjedel av de sökande unga vuxna och var 
associerat med oro kring symptom, lägre förtroende för sjukvården och att 
söka för psykiska besvär. Resultat från att ha utforskat användningen av 
första linjens vård bland unga vuxna visade på att en känsla av att ha blivit 
tagen på allvar var av högsta angelägenhet. Vidare framkom att vårdkon-
sumtion bland unga vuxna bör ses som en process istället för enskilda be-
sök. En process som påverkas av extern influens, symptoms tydlighet, in-
dividuella egenskaper, sjukvårdskunskap och möjliggörandet av egenvård. 
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Dessa faktorer mynnar ut i sjukvårdserfarenheter, goda eller negativa, som 
den unga vuxna tar med sig in i nästa sjukvårdsbesök. Från sjukvårdsper-
sonals håll ansågs unga vuxnas överrepresentation av icke akut vård vara 
en fråga om ansvarsfördelning. Unga vuxna ansågs överföra allt för mycket 
ansvar på att bli friska på sjukvården. Resultat från att ha utforskat hälso- 
och sjukvårdsinformation på internet, som del av den externa influensen, 
visade att information som ges är främst grundläggande och hjälpsam för 
läsaren att kunna tratta ner antal möjliga diagnoser. Emellertid består in-
formationen också av en modifierad dimension som tvingar läsaren att ba-
lansera mellan flera möjliga alternativ vilket gör det svårt att i slutänden 
komma fram till ett övertygande beslut om vad som behöver göras.  

Resultat från avhandlingen visar på att det är i interaktionen mellan 
unga vuxna och sjukvården som egenmakt och hälsolitteracitet kan stärkas 
och växa hos individen och därigenom möjliggöra framtida egenvård. Ge-
nom att se unga vuxna som främst nykomlingar till den vuxna sjukvården 
hellre än en åldersgrupp som är relativt frisk, kan andra attityder och an-
nan förförståelse byggas upp kring icke akuta besvär. Flertal möjligheter 
framkommer i avhandlingen där små justeringar i mötet med unga vuxna 
kan stärka egenmakt och samtidigt hålla målet om en effektiv hälso- och 
sjukvård.   
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INTRODUCTION 

The starting point for this thesis was media reporting on young adults con-
suming a great amount of care for non-urgent complaints or disorders that 
can be dealt with using self-care. This was soon spread as a general idea 
within health care that ‘young adults demand care for minor illnesses look-
ing for a quick fix.’ Was that the truth though? Could new seeking patterns 
be a sign of something else? Could young adults be being blamed for some-
thing that should be addressed elsewhere? We wanted to find out the num-
bers behind this and go in depth into the health care seeking behaviour of 
young adults.  

The use of health care is a continuing topic of interest within research 
because most health care settings deal with limited resources. The need to 
rationalize and make each minute count is a high priority. Though what is 
considered effective depends on various factors, with various results de-
pending on the perspective. Avoidable health care visits are considered an 
important aspect by many in regard to accessibility and effectiveness, and 
a quick overview of resent research tells us that young adults possibly ac-
count for many such avoidable visits. 

This thesis may contribute insights into young adults who utilize health 
care. By considering the latest up to date research, reforms, and legislation, 
this thesis highlights important aspects in the work towards good, inte-
grated care, beginning with newcomers to adult health care − young adults.  
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BACKGROUND 

Health care utilization 
Health care utilization is in the Encyclopedia of Behavioral Medicine de-
fined as:  

The quantification or description of the use of services by persons for the 

purpose of preventing and curing health problems, promoting maintenance 

of health and well-being, or obtaining information about one’s health status 

and prognosis (1). 

Health care utilization is often presented using registry data, such as the 
number of services used during a specific period or percentage of persons 
using a service among the total group eligible for that service. However, the 
most important independent factor for health care utilization is described 
as the patient’s perceived need for health care. Perceived need, together 
with predisposing, enabling, and other need-related factors, has a consid-
erable impact on health care utilization (1).  

A Swedish context 

As the definition of health care utilization demonstrates, the use of health 
care is not solely for curing, but also for maintaining good health and pre-
vent health problems. The Swedish health care act confirms this by setting 
the goal of good health and care at equal terms for all citizens, with health 
care working towards preventing ill health (2). In addition, the Swedish 
health care act includes equality and individual human dignity in giving 
care, but with a priority towards those with the greatest need (2).  

In 2005, Health Care Quality Indicators (HCQIs) were developed 
within a project initiated by the Organization for Economic Cooperation 
and Development (OECD). The aim was to develop indicators to compare 
the quality of health care between member countries in order to enable im-
proved health care (3). The results demonstrated a two-dimension matrix 
comprising health care performance (effectiveness, safety, responsive-
ness/patient-centeredness, access, and cost/expenditure) and health care 
needs (staying healthy, getting better, living with illness or disability, and 
coping with end-of-life). These indicators have been further developed in 
member countries to be consistent with local contexts. In Sweden, six pre-
requisites for good care were concretized: health care that is based on 
knowledge and efficiency, safe, patient centred, efficient, equal, and given 
in reasonable time. With the Swedish Patient Act put into force in 2014, 
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patients’ position within health care was further strengthened and clarified, 
including new regulations concerning better access and increased provi-
sion of information (e.g., access to medical records, enabling patient par-
ticipation, consent, and choice of treatment) (4). In 2020, “good and inte-
grated care” was promoted with a two-part aim: continue working towards 
the six areas of good care and switch-over old ways of working to more in-
tegrated health care. The focus for the integrated care was accessibility and 
person-centred care (5). The term accessibility is defined based on each pa-
tient’s needs, including good treatment and patients feeling heard and seen 
(6).  

Patient empowerment through integrated and person-centred 
care  

Empowerment is a widely used concept, but definitions vary somewhat de-
pending on the research theory and field being studied. In this thesis, the 
concepts of integrated care and person-centred care are united as empow-
erment because they both aim to empower people in need of health care. 

Integrated care has been promoted widely in Sweden over the last few 
years, as demonstrated above. Both health care legislation and recommen-
dations, as well as national guidelines demonstrate a willingness to change 
past health care to a more integrated form. The World Health Organization 
(WHO) defines integrated care as: 

The management and delivery of health services such that people receive a 

continuum of health promotion, disease prevention, diagnosis, treatment, 

disease-management, rehabilitation and palliative care services, through the 

different levels and sites of care within the health system, and according to 

their needs throughout the life course (7).  

Integrated care including people-centred care is explained as:  

Integrated people-centred health services means putting people and commu-

nities, not diseases, at the centre of health systems, and empowering people 

to take charge of their own health rather than being passive recipients of ser-

vices (8). 

People-centred, or person-centred, means acknowledging the patient 
as a person, including his/her context, history, relationships, and individ-
ual strengths and weaknesses (9). In a conceptual analysis of person-cen-
teredness, defining person-centred care was difficult. Not only does “per-
son-centeredness” have diverse conceptual meanings depending on the re-
search field, but research has demonstrated four separate major dimen-
sions of the term (10). All dimensions share mutual recognition of the per-
son involved in the care and/or treatment, but with slightly different ap-
proaches: 1) addressing specific and holistic properties or 2) the person’s 
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difficulties in everyday life, 3) respecting the person behind the disease, or 
4) treating the person as an expert. The last dimension recognizes person-
centeredness as being similar to empowerment, acknowledging the pa-
tient’s competence and expertise and enabling participation (10).  

The concept of empowerment involves an individual’s potential to ex-
ercise power and influence in relation to important areas within their own 
life (11). As defined in the Salem Press Encyclopedia: 

Empowerment describes the psychological concept of people feeling a sense 

of control and independence. Empowerment can apply to different aspects 

of life, and is most prominently discussed in relation to workplace environ-

ments, social status, legal situations, and citizenship (12).  

Regarding the individual, empowerment is argued as being an individual’s 
theoretical potential to exercise influence and power in relation to the in-
dividual’s subjective capacity for action. The interface between these two 
concepts constitutes the actual capacity for action. To empower individu-
als, the interface between these two areas has to be widened, and they need 
to overlap as much possible (11).   

Health literacy  

Unlike previous concepts defined to gain a comprehensive picture of health 
care utilization, health literacy is used and defined within this thesis based 
on its association with health care utilization. Individuals with insufficient 
health literacy utilize health care more often than individuals with suffi-
cient health literacy (13).  

A broad and inclusive definition of heath literacy was developed by the 
European Health Literacy Consortium and used by the WHO:  

Health literacy is linked to literacy and entails people’s knowledge, motiva-

tion, and competences to access, understand, appraise, and apply health in-

formation in order to make judgements and take decisions in everyday life 

concerning health care, disease prevention, and health promotion to main-

tain or improve quality of life during the life course (14, 15). 

Health literacy varies depending on the context, but all definitions reflect 
the individual capacities, skills, and behaviours needed to function within 
the health care system (15). Skills and abilities involve operational, interac-
tive, autonomous, informational, contextual, and cultural competences, 
such as being able to use tools and procedures, collaborate with others, take 
responsibility for health-related decisions, use source criticism, master and 
being comfortable in health care environments, and interpret social proce-
dures (16). There are three distinguished dimensions of health literacy (17): 
functional health literacy, referring to reading and writing skills at a basic 
level in order to function in everyday situations; interactive health literacy, 
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referring to more advanced cognitive functions with an ability to compre-
hend and assimilate information; and critical health literacy, referring to 
the ability to critically analyse information.  

Health literacy is often explained as a personal trait. However, health 
literacy should not be interpreted as an isolated phenomenon that depends 
only on the individual, but should also be considered a product of both in-
dividual skills and abilities, together with demands and complexities within 
health care systems (18-21). As demonstrated in the interactive health lit-
eracy framework (20), health literacy is skill and ability on the one hand, 
and demands and complexity on the other hand, together creating an indi-
vidual’s prerequisites for health literacy (20). This widens and further elab-
orates the concept of health literacy to include both individual aspects (in 
use of health care) and organizational and professional aspects (creating 
and delivering health care) as demonstrated in a more recent definition of 
health literacy:  

Personal health literacy is the degree to which individuals have the ability to 

find, understand, and use information and services to inform health-related 

decisions and actions for themselves and others.  

Organizational health literacy is the degree to which organizations equitably 

enable individuals to find, understand, and use information and services to 

inform health-related decisions and actions for themselves and others (22).  

With Covid-19 fresh in mind, Pitts and Freeman (22) took the discussion of 
being health illiterate to its limit by highlighting that insufficient health lit-
eracy could even be considered deadly. By not understanding the value of 
social distancing, not understanding the risks of using hydroxychloroquine 
internally, and not being able to balance the pros and cons about vaccines, 
having insufficient health literacy could cause death. In research, insuffi-
cient health literacy has been shown to correlate with both health care uti-
lization and expenditure (13, 23), whereas sufficient health literacy has 
demonstrated to empower people and has a key role for the possibility to 
cure, care, prevent disease and promote health (24, 25). 
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Figure 1: Conceptual model of health literacy developed by Sørensen et al. (26) 
(CC-BY licence)  

First-line health care 

As in other countries, Swedish health care consists of a complex and exten-
sive organization, which is why it is often divided into different divisions. 
In Sweden, one division that is often used is first-line and second-line 
health care. First-line health care comprises the starting point of seeking 
care and can be defined as all possible entrances to health care without hav-
ing an appointment or without needing a referral for appointment. In a re-
port from The Swedish Agency for Health and Care Services Analysis, the 
term first-line health care focused on three types of care: primary care, out-
patient care separated primary care (but without the need for referral), and 
unscheduled care at emergency departments (EDs) (27). Primary care is 
defined as outpatient care regardless of disease or illness, age, or patient 
group (2). This thesis focuses on primary care and unscheduled care at 
EDs, ruling out outpatient care separated primary care.  
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Figure 2: First-line health care 

 

The two most common first-line health care settings are primary health 
care centres (PHC) and EDs. Reasons for seeking care at a PHC or ED vary. 
From a health care perspective, the severity of the disorder and timing 
when health care is sought are two factors in prioritization. PHCs, which 
are available working hours Monday to Friday, are responsible for basic 
medical needs of care, treatment, prevention, and rehabilitation not need-
ing hospital technical resources or other specific competencies (28). PHCs 
care for a mixture of diagnoses among the 30 most common sought for dis-
orders, with upper respiratory tract infections and hypertension being the 
most common (29). Infectious diseases and back pain are the most com-
mon disorders in younger patients, whereas hypertension and atrial fibril-
lation are more common among the elderly (29). EDs, having around the 
clock function, handle sudden injury or illness demanding immediate care 
with hospital technical resources and potentially special competency 
within hours or at least 24 hours after first occurrence (30). Common 
symptoms at EDs are digestive, musculoskeletal, or trauma (31).   

Non-urgent symptoms 

Long waiting times and a shortfall in accessibility within health care have 
focused research on possible reasons for why non-urgent health care visits 
have gained attention, especially within ED settings. In research on non-
urgent visits, they were categorized as inappropriate before more struc-
tured triage systems were developed (32), and several more designations 
have appeared since, such as minor illness, medically unnecessary, or low 
acuity problems (33). What is included in the definitions of the above terms 
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varies. For example, minor illnesses concern infectious conditions in the 
ear, nose, and throat (e.g., colds, sore throat, sinuses, etc.), together with 
gastroenteritis and urinary tract infections (34). The concept of non-urgent 
has mainly emerged from the triage system used within emergency set-
tings, where least emergent (level 5) are labelled non-urgent (35, 36). Non-
urgent is defined in the Canadian triage and acuity scale as: 

Conditions that may be acute but non-urgent, as well as conditions which 

may be part of a chronic problem with or without evidence of deterioration. 

The investigation or interventions for some of these illnesses or injuries could 

be delayed and the potential use of medical directives is limited. These are 

truly minor complaints that do not pose any immediate risk to the patient. 

The degree of pain is limited in these patients (37). 

Another simplified definition is that the patient can wait at least 2 hours 
before being seen by a doctor (31, 38). There are multiple triage scales used 
for categorizing urgency, with METTS and ADAPT being two of the com-
mon scales in Sweden, but most of them are based on the same principle, a 
scale of 3-5 points from least to most urgent (32). Thus, non-urgent com-
plaints can be defined as not needing to be seen by a doctor for at least 2 
hours.  

Research has demonstrated that 20-40 percent of ED visits can be con-
sidered non-urgent, or inappropriate depending on criteria expressed by 
the authors (39). Another important factor when considering non-urgent 
patients is the difference in time when the definition of minor illness 
and/or non-urgent complaint was assessed before or after the visit. Non-
urgent health care visits are categorized three main ways: prospectively by 
some sort of triage, retrospectively at the end of the consultation, or retro-
spectively based on medical records (35). Depending on when the health 
care visit is assessed, together with other criteria, the proportion of non-
urgent visits may vary considerably, from 5-90 percent (35). Though most 
research on non-urgent complaints has been conducted in the ED setting, 
several factors associated with ED use for non-urgent complaints have been 
demonstrated to be associated with factors concerning PHCs and con-
firmed by ED professionals (40). In PHCs, however, the term non-urgent 
is more difficult to apply because non-urgent complaints can be assessed 
as part of regular primary care. Nonetheless, the discussion of what com-
plaints to seek care for is very much present in PHC settings, though some-
times other terms are used, such as overuse or low-value care (41). 

Regardless of which health care setting is visited, all settings within 
first-line health care are connected. From a patient perspective, the deci-
sion to use the ED instead of the PHC depends on their access to and con-
fidence in primary care, perceived urgency and anxiety about symptoms, 
perceived need for hospital care and/or treatment, advice to attend the ED, 
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convenience, and individual patient factors (36, 42). In addition, from a 
patient perspective, the choice to visit the ED has been argued to be well 
reasoned: They present a preference for EDs because of difficulties obtain-
ing a rapid appointment at PHCs and the access to technical facilities, spar-
ing them from being overwhelmed with appointments with various special-
ists (40). Earlier research demonstrated that the decision to consult health 
care services is not taken lightly and seeking care are rationalized (43). 
From a health care point of view and, foremost, a health care personnel 
perspective, seeking care for non-urgent complaints at EDs is questionable 
behaviour (40). In interviews with ED personnel, the behaviour of seeking 
non-urgent care at EDs was even condemned. Supposed reasons for the 
visits emerge as patients maybe not realizing the actual costs for assess-
ment and treatment at EDs. Furthermore, a consumer mentality in society 
has arguably spread to include health care (40).  

Young adults 
Young adults are a diverse group of individuals comprising a multitude of 
different attributes. However, there are important factors associated with 
being a young adult. What is considered a young adult varies in research. 
Where to set the upper and lower age limit often depends on the aim of the 
research. A common upper limit is 25 or 29 years, and a common lower 
limit is 18 or 20 years (44-46). This thesis chose to use the lower limit of 20 
years because many young people coming-of-age in Sweden (at 18 years 
old) still live at home with their parents, by whom they are highly influ-
enced. The upper limit was decided as 29 years, enabling inclusion of pa-
tients possibly having somewhat more experience in seeking health care. 
Notably, other research with different definitions of young adults are still 
included as earlier research within this thesis.  

As part of the transition from adolescence to adulthood, young adults 
face many new obstacles, such as new social and economic responsibilities 
and behaviours, as well as independent health care utilization (47, 48). The 
period of young adulthood is characterized by demographic diversity and 
instability, as young adults, to a greater extent than any other age group, 
have to engage in significant changes in core aspects of their identity, such 
as living conditions, relationship status, and worldviews (49, 50). This 
transition period demonstrates that young adults could be considered a ra-
ther vulnerable age group. It is even argued that the development from late 
teens to early twenties should be distinct as a period in life, emerging 
adulthood, as the individual has somewhat left adolescence but not yet en-
tered adulthood (50). This period is defined by a great deal of demographic 
variability based on experimental and exploratory needs within that age 
period. In addition, three important subjective attributes were recognized 
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for consideration as to why this age group has not yet reached adulthood: 
being able to fully accept responsibility for one’s self, make independent 
decisions, and financial independence (50).  

Health care utilization among young adults  

Earlier research showed that young adults account for many non-urgent 
health care visits in first-line health care. Research focused foremost on 
emergent care has demonstrated that young adults seek care more often 
than other age groups at EDs and out-of-hours primary care for complaints 
that are better suited for regular primary care settings (39, 45, 51-53). How-
ever, when scrutinizing the overall research concerning health care utiliza-
tion and young adults, the age differences are not always found. A cross-
country study comparing health care access and experience between differ-
ent ages in 11 countries found that the association between age and access 
varied widely depending on country and health care policy. The varying re-
sults were argued to depend on different health care structures between 
countries (46).  

Another country having a similar health care structure as Sweden that 
has issued health care utilization from the perspective of young adults is 
the United Kingdom (44, 54, 55). In one study, five aspects were recognized 
as being important for young adults when visiting primary care: accessibil-
ity and availability, confidentiality of health-related information, continu-
ity of care, communication during the encounter, and behaviours and atti-
tudes (44). When looking closer at young adults’ experiences visiting pri-
mary care, difficulties negotiating the primary care system, trust issues, 
and communication difficulties emerged (54). In addition, when interview-
ing young adults considered by health care personnel to have made unnec-
essary use of emergent care, both at EDs and PHCs, six themes arise as 
drivers for seeking care: 1) Concern about seriousness of symptoms and 
desire for reassurance, 2) Reduced coping capacity due to poor mental 
health, stress, lack of resources, 3) Influence of others, particularly social 
networks, 4) Concern about impact of symptoms on daily life, 5) Positive 
and negative views of different services, and 6) Frustration at lack of reso-
lution of an ongoing problem, despite previous efforts (55). 
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RATIONALE 

Together with many other publicly funded health care settings, Swedish 
health care struggles with patient access (56) parallel with attempts to em-
power patients by increasing person-centred care. Good availability for all 
citizens often means maintaining a low financial threshold, though with 
limited resources this often results in difficulties with accessibility in terms 
of waiting times (57). Different countries use different approaches to han-
dle this aspect. In Sweden, emphasis has been placed on enabling and fa-
cilitating self-care and/or self-management with the intention to move care 
and treatment out of hospitals and PHCs to patients’ homes when possible. 
Within this thesis, a distinct difference is set between these two terms, 
where self-care means performing care at home by healthy individuals to 
prevent illness, and self-management means performing care at home to 
control and reduce the impact of diagnosed disease (58). The capacity to 
maintain health and prevent health problems is individual and affected by 
many factors, including social support, economic status, and physical envi-
ronment, factors that have been shown to contribute to health to a much 
greater extent than access to and use of health care (59).  

Earlier research concerning health care utilization focused foremost on 
avoidable health care in an effort to find ways to increase accessibility for 
those with the greatest need. From a health care perspective, to a large ex-
tent, patients seek care at the wrong health care level for the wrong type of 
symptoms. From a patient perspective, where to seek care is mostly de-
pendent on individual factors and perceived need.  

Whether a health care visit should be considered as avoidable and/or 
unnecessary is debatable, and definitions of these terms differ depending 
on whether it is from the patient or health care perspective. Within the last 
20 years, Swedish health care has had an increased focus on person-cen-
tred care, but by choosing a person-centred approach, health care also has 
to consider patients’ social determinants and state in life. As much of the 
research about health care utilization has had its attention on avoidable 
visits and assigned young adults as consumers of avoidable health care, the 
need to demonstrate young adults’ health care utilization, possible under-
lying explanations, and a deeper understanding of their perceived needs 
has become evident. To the best of our knowledge, no research has yet 
taken a more holistic approach considering young adults and their health 
care utilization in a Swedish context. Therefore, the aim of this thesis was 
to increase knowledge about young adults’ health care utilization, per-
ceived needs, and prerequisites when seeking care in first-line health care.  
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  AIM  

The overall aim of this thesis was to describe and explore young adults’ 
health care utilization within first-line health care in relation to perceived 
needs and prerequisites.  
 

I. Examine whether the proportion of doctor visits among young adults 
have increased over time compared to other age groups and what 
characterizes the patterns of health care-seeking behaviour (prior to 
a random doctor visit), and whether health literacy is associated with 
young adults’ health care-seeking patterns. 

 
II. Explore how young adults perceive seeking first-line health care. 

 
III. Explore health care providers’ experiences and opinions about young 

adults’ health care utilization in first-line care. 
 

IV. Explore how health information websites express and communicate 
health information and guide young adult readers in regard to 
health, illness, and care. 
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METHODS 

Design 
This thesis is based on four studies using both qualitative and quantitative 
approaches. The thesis mainly has an explorative design, except the initial 
study, in which a retrospective descriptive and cross-sectional comparative 
design are used. An overview of all studies is presented in figure 3.  

 

Choice of designs 

Comparing and exploring young adults’ health care utilization became the 
focus of the design to try to answer the thesis objective. With young adults 
being a diverse group, the need to compare them with other age groups to 
see how they might differ in terms of seeking first-line health care became 
apparent. In addition, trying to find a lowest common denominator within 
the group to try to understand the health care seeking behaviour of young 
adults appeared to be important. The choice of design is also in compliance 
with the definition of health care utilization. First, we tried to quantify and 
describe the use of services. Second, we explored the use of health care 
when trying to prevent, promote, or maintain well-being. Lastly, we ana-
lysed health care information to understand the prerequisites for obtaining 
information about health status and prognosis. All of these were ap-
proached from the perspective of young adults and, when appropriate, 
health care personnel.  
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Study population and data collection 
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Study population and data collection 
Out of 21 possible health care regions, three located in Southeast Sweden 
participated in the studies included in this thesis. Mapping the frequency 
of health care visits among young adults became the first priority. The next 
step was to go further with exploring how health care utilization among 
young adults was perceived, together with exploring prerequisites when 
seeking health care. The first part of study I consisted of a population-based 
sample. All registered outpatient doctor visits within the studied regions 
were collected using the Care Data Warehouse and patient record systems. 
Parallel with collecting registry data, a questionnaire was developed specif-
ically for young adults (20-29 years old) seeking first-line health care for 
no apparent emergent symptoms. Young adults entering one of the 14 cho-
sen health care units in Southeast Sweden, PHCs or EDs, during a 3-week 
period in 2016 who met the inclusion criteria were asked to participate.  

The second study’s aim was to explore young adults’ perceptions of 
seeking first-line health care. Grounded theory was used with data collec-
tion performed using theoretical sampling; data were collected and ana-
lysed in parallel (60). Participants were partly re-collected from study I, 
and partly collected by purposive sampling at two PHCs and one ED during 
the period of April 2017 to June 2018.  

In study III, the focus was to consider health care personnel’s perspec-
tives of young adults’ health care utilization. Data were collected using pur-
posive sampling in which health care personnel, registered nurses, and 
doctors who worked in one of four chosen health care units within the stud-
ied regions were asked to participate.  

In the fourth and final study, data were collected using online health 
information websites where text extracts constituted the data. 

Study I 

Health care registries 

Registry data comprised anonymized population-based outpatient health 
care doctor visits, including date of visit, sex, age, health care unit, and di-
agnosis. Extracts from administrative health care registry and patient rec-
ord systems were included from three regions in Southeast Sweden. The 
period studied was 2004 to 2014, with shorter periods in two of three re-
gions in 2011 and 2012 due to changes to the patient record systems. Vari-
ables collected from the registries were outpatient health care doctor visit, 
date of visit, sex, age, health care unit and diagnosis. 
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Questionnaire 

The questionnaire was distributed to patients visiting one of the 14 chosen 
first-line health care units (4 EDs and 10 PHCs) and matched the inclusion 
criteria: 20-29 years old making a doctor visit in first-line health care, as-
sessed as non-emergent by health care professional, and could speak and 
understand Swedish. The questionnaire was accompanied by an informa-
tional letter about the study. Participants could choose to answer on-site 
and hand in the questionnaire at the reception or answer elsewhere and 
send the questionnaire in a provided pre-paid envelope. The period for data 
collection was 3 weeks in March 2016.  

The questionnaire comprised two parts, with the first part containing 
20 questions modified from Backman’s interview study of non-urgent pa-
tients (31) and focused on questions regarding socio-demographics, symp-
toms and thoughts, and feelings and actions before the visit. Examples of 
questions were reasons for visiting, self-care management, information 
sources used, thoughts of anxiety, and concerns about symptoms. Most 
questions were one-answer questions, five were multiple-choice questions, 
and four questions had a four-grade scale (Appendix 1). The second part of 
the questionnaire was the 16-item Swedish Health Literacy Survey (HLS-
EU-Q16 SE) (61).  

The questionnaire was tested for validity by carrying out a pilot test. 
Ten individuals age 20-29 years answered the questionnaire separately and 
then took part in a group discussion about the questionnaire’s comprehen-
sibility and content. This illuminated a few errors and questions, and small 
adjustments were made for clarification.  

The questionnaire was followed by a request for consent to review the 
patient’s medical record for diagnosis after the health care visit. The Inter-
national Classification of Diseases and Related Health Problems Tenth Re-
vision (ICD-10) was used at that time and is reported in the results.  

 

HLS-EU-Q16 SE 

The second part of the questionnaire, the HLS-EU-Q16 SE, is a validated 
16-item Swedish version of the European Health Literacy Questionnaire 
(15). The questionnaire is used to measure health literacy based on three 
domains: health care, disease prevention, and health promotion. Four di-
mensions of competence are related to health: access, understanding, ap-
praisal, and application of health information. For each of the questions, 
four responses were available: very easy, fairly easy, fairly difficult, and 
very difficult.  
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Studies II-IV 
All three qualitative studies (II-IV) used purposeful sampling to collect only 
data relevant for the objective of the studies. (62).  

Theoretical sampling (Study II) 

Theoretical sampling was used for data collection in study II via interviews 
and observations. Theoretical sampling means carrying out data collection 
and analysis in parallel, all according to grounded theory as the method 
(60). In study II, this was done in a six-step process. After each step, some 
adjustments were made to enhance the purpose of fulfilling the aim of the 
study. Examples of adjustments were adding a data collection, adjusting 
characteristics of informants, and procedure of recruitment (see table 1).  
 

Table 1: Description of the theoretical sampling process 

  Step 1 Step 2 Step 3 Step 4 Step 5 Step 6 Total (14) 

Interviews  (questionnaire) 3 - - - 3  6 
 (recruitment on set)      2 2 
Observations (recruitment on set) - 2 3 1 - - 6 
Gender Male 1 1 1 1 1 - 5 
  Female 2 1 2 - 2 2 9 

Age 20-24 years 3 1 2 1 3 1 11 
  25-29 years - 1 1 - - 1 3 

Department PHC 2 2 3 1 - - 8 

 ED 1 - - - 3 2 6 

Region Östergötland 3 2 - 1 1 - 7 
 Kalmar - - 3 - 1 2 6 
 Jönköping - - - - 1 - 1 

Main complaint Abdominal pain 1 1   2  4 
 Injury/trauma 1  1  1 1 4 
 Respiratory 1 1  1  1 4 
 Skin   1    1 
 Psychological   1    1 

Tried self-care Yes 1 2 2 1 2 1 9 
 No 0  1    1 
 n/a 2    1 1 4 
Experienced with 
health care 

Yes 1 1 2  2 1 7 
No 2 1 1 1 1 1 7 

Table developed by Viktorsson et al. (63) (CC-BY licence) 

Interviews and observations (Study II) 

Study II used both interviews and observations for data collection: four in-
terviews face-to-face, four telephone interviews, and six observations fol-
lowed by shorter interviews. A total of 14 informants participated and were 
recruited mainly from among participants answering the questionnaire in 
study I; two were recruited on set. Thus, the inclusion criteria followed the 
requirements from study I.  
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An interview guide was developed by the research team, composed of open-
ended questions followed by more direct questions when appropriate. For 
example: ‘I would like you to think back to your latest doctor visit and 
please share your experience in as much detail as possible.’ ’What were 
your thoughts before the visit?’ ’What were your thoughts after the visit?’ 
‘How would you describe your expectations when you called your health 
care centre?’ ‘What do you consider to be good health care?’ Interviews 
following observations also had the interview guide for consideration but 
mostly used questions derived from the preceding specific health care visit 
being observed. The observations were sought to be open-minded, letting 
the relationship between doctor and patient guide what to observe; there-
fore, no observation template was used.   

Focus groups (Study III) 

Study III used focus groups for the data collection. Four units, two PHCs 
and two EDs, allocated in two regions in Southeast Sweden were chosen for 
data collection. On-call centres were also represented because some of the 
participants were stationed there as well. All units had two focus groups 
each, one with doctors and one with registered nurses. Health care units 
were chosen based on location, size, and patient catchment area. One unit 
represented only one focus group and one individual interview due to being 
unable to gather a group within that unit. In total, 36 informants partici-
pated in the study, with 4-7 participants in each focus group, 22 from PHCs 
and 14 from EDs, 21 registered nurses and 15 doctors. The age of inform-
ants ranged from 26-68 years (mean 39 years). Their work experience 
ranged from 2-41 years (mean 12 years).  

Information about the study, together with the invitation to participate, 
was provided to employers through their operation manager. For those 
wanting to participate, interest was reported back to the manager, thereby 
also giving consent. To facilitate meeting in groups, all focus groups were 
held at the participants’ workplace during lunch hour.  

All interviews started with an introduction, including an explanation of 
the aim of the study. Thereafter, the interviews followed an interview guide: 
How do you experience young adults’ health care seeking behaviour? 
Would you please describe a recent meeting you had with a young adult? 
Do you think young adults seek the right level of care relative to their 
symptoms? What do you think about gate-keeping? Have you found any 
care options missing for young adults when seeking health care? Do you 
have any thoughts on how the organization could or should change? A 
conceptual model developed using the results from study II was presented 
and discussed. Follow-up questions were asked when needed. Each inter-
view lasted 1 hour and was recorded and transcribed verbatim.  
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Text analysis (Study IV) 

Study IV used online health information websites for data collection. Most 
qualitative research is analysed using texts, often by using transcribed texts 
from interviews and/or observations. In study IV, texts were the objective 
of the study.  

Google.se was used as the search engine with Swedish country code as 
the top-level domain. Stomach-ache, chest pain, and headache were cho-
sen as search words based on commonly sought symptoms in studies I and 
II. The search words resulted in millions of search results, which is why the 
included websites were limited to the first page of results for each search 
word. All websites on the first page of results were looked over, after which 
the second step in data collection took place.  

Unlike books, Internet websites are not built up in a linear manner, but 
instead use links for the reader to open up new text. This also opens up 
another way of reading, and linked webpages within each website had to be 
considered for inclusion as well. To handle a manageable number of 
webpages and linked webpages, search results had to be narrowed down 
further to include only the top six results for each search word. This was 
decided after the initial overview of all first-page results. The most suitable 
data according to the aim was found within the top six results for each 
search word, resulting in 18 websites.  

In the final part of the data collection, nine additional websites were 
excluded due to being secondary references, having too much technical lan-
guage, being too specific within the topic, or being almost duplicates. The 
final nine websites had approximately 100 additional linked webpages. In-
clusion criteria for linked webpages were common condition, assessed 
likely to click forward to, occurring several times within chosen websites, 
and adding new information about symptoms. Out of the 100 linked 
webpages, 15 were fit for inclusion: six pages about stomach ache, five 
about headache, and four about chest pain. This resulted in 9 websites and 
15 linked webpages, giving a total of 24 online health information texts, 
ranging from 540-3400 words each.  

 

Figure 4: Visual example of data collection in study IV 
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Analysis 

Analytical statistics (Study I) 

For the descriptive analyses of registry data, mean differences and confi-
dence intervals were calculated. The descriptive analyses were performed 
to calculate means, standard deviations (SDs), and standard errors for the 
number of doctor visits. Mean differences and confidence intervals were 
used to compare first year doctor visits and last year doctor visits for each 
age group in every region for both PHCs and EDs.  

A three-step index calculation was performed prior to analysing an-
swers from the HLS-EU-Q16 SE (64). Response categories were dichoto-
mized: “very easy” and “fairly easy” were merged into the value of 1, and 
“very difficult” and “fairly difficult” were merged into the value of 0. The 
answer “don’t know” was treated as missing. The summed score was de-
fined as follows: 13-16, having sufficient health literacy; 9-12, having prob-
lematic health literacy; 0-8, having insufficient health literacy. As very few 
participants had the lowest scores, the three categories were dichotomized 
into “sufficient health literacy” (13-16) and “insufficient/problematic 
health literacy” (0-12).  

When analysing the questionnaire, socio-demographics, symptoms, 
and information-related variables were analysed using Fisher’s exact test. 
Variables were dichotomized and group differences compared between ED 
patients and PHC patients, and between patients with sufficient health lit-
eracy and patients with insufficient and/or problematic health literacy. 
Variables’ covariation and possible prediction of outcomes of having insuf-
ficient and/or problematic health literacy were analysed using binary lo-
gistic regression. Outcomes were tested in a hierarchical model. First, a 
simple logic regression was used to analyse crude rates. Second, a backward 
stepwise multiple logistic regression was conducted. A double-sided p-
value <0.05 was considered significant. All variables with fewer than five 
in one group were left out of the analysis.  

Grounded theory (Study II) 

Study II used constant comparative analysis according to Glaser (60). The 
process was performed in six steps, with analysis after 3, 5, 8, 9, 12, and 14 
interviews and observations.  

 Interviews, notes, and dictations from observations were printed in 
full and read several times. Memos were written in parallel to coding, serv-
ing as a support for both coding and data collection. The first coding oc-
curred after the first three interviews. Initially, units of meaning were iden-
tified using substantive coding. Next, selective coding was performed, eval-
uating codes and sorting them into categories. The categories were then 
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analysed and a core category emerged from the data. Throughout the cod-
ing process, a constant comparison was carried out between codes and cat-
egories and transcripts. How substantive codes interacted and how codes 
and categories related to the core category were sorted out in the process of 
theoretical coding and enabled end analysis with a theory.  

Content analysis (Study III, IV) 

Content analysis was used in both studies III and IV, but with different ap-
proaches. In study III, a ‘conventional content analysis’ according to Hsiesh 
and Shannon was chosen (65). In study IV, content analysis according to 
Patton was used (66).  

Conventional content analysis  

To gain an in-depth understanding of the data, the transcribed texts were 
read multiple times. After conceptualizing the text, data were coded by 
highlighting words or sentences of importance while going through the text 
line-by-line. Notes of ideas and impressions were obtained throughout the 
coding and served as a helping tool in the analysis to both understand and 
structure the data. After the coding process, all codes were ordered into 
subcategories that later developed into main categories. When putting 
codes and categories together, we identified a relationship between catego-
ries and created an overarching theme. Initial coding was done by LV and 
later structuring and categorizing by LV, PYU, ET, and IW.  

Content analysis according to Patton 

Texts were read through and notes and comments written down to initially 
organize the data using topics. All texts were then read through once again 
and coded systematically to constantly search for patterns and recurring 
regularities. Examples of patterns could be internal homogeneity (data be-
longing together) or external heterogeneity (clearly different data). After 
coding, the process of finding connections and naming categories began. 
This process soon demonstrated a pattern of dimensions suitable for trans-
ferring data analysis into what Patton called logical analysis (66). Catego-
ries were cross-classified to test the initial coding and category setting for 
consistency and to enable a deeper understanding of patterns. A logical 
construction, such as cross-classification, enabled the emergence of a more 
defined matrix that fit the data.  
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Rigour 
This thesis centres mainly around explorative methods, making credibility, 
transferability, dependability, confirmability, and reflexivity important as-
pects to consider (67). Transferability, the degree to which results can be 
transferred to other contexts, was considered throughout the qualitative 
studies by giving descriptions, in regard to time and setting, of contexts 
where data collection occurred, and by giving different background status 
on participants. The research team strived for dependability and confirm-
ability – stability of findings over time and ability to confirm findings by 
other researchers – by providing as detailed an audit trail as possible. 

In qualitative research, the researcher is the instrument of data collec-
tion, which emphasizes the need for reflexivity: critical self-reflection on 
possible biases, preferences, and relationships to participants (67). In all of 
the qualitative studies within this thesis, the author used memory writing 
(called memos in grounded theory) and dictation. For example, rich 
memos were written as part of the data collection during grounded theory, 
not just for remembering certain details about the meeting with partici-
pants, but also as a note to self whenever possible biases and/or prefer-
ences came across that needed to be reflected upon. These memos and dic-
tations facilitated consideration of one’s own preunderstanding.  

Staying true to the data and only presenting findings in line with origi-
nal data is important for enhancing credibility. This was managed by using 
triangulation repeatedly in different ways depending on the study. Trian-
gulation could be argued was also used as a whole in the overall thesis by 
illustrating young adults’ health care utilization from different aspects − 
young adults, health care personnel, and online health information (data 
triangulation). In study II, data were gathered from multiple sources at dif-
ferent times and settings, and several researchers were involved in data col-
lection and analysis. In addition, several methods were used for data col-
lection. In study III, triangulation was used by several researchers for both 
data collection and analysis. In study IV, a prolonged engagement with and 
persistent observation of the data were used to enable credibility.  

The validity and reliability of the registries and questionnaires in the 
first study was taken into account in several ways. An already tested and 
validated measure was used (HLS-EU-Q16 SE) together with questions 
modified from use in earlier research (31). Questions that had not been val-
idated were instead pilot tested. The measurement process was described 
to as great an extent as possible to enable reuse and comparisons. We 
strove for the measures to be true for the whole population of young adults 
throughout study I, partly by using registries of total doctor visits and 
partly by randomizing the consecutive sample of questionnaires as much 
as possible within being consecutive. For example, 3 weeks in March were 
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chosen as the time frame to avoid seasonal trends, and the 14 health care 
units were chosen with respect to scattering in size, catchment area, and 
geographic site.   

Ethical considerations 
All studies were conducted in accordance with the World Medical Associa-
tion Declaration of Helsinki (68). Studies I and II were given ethical ap-
proval by the regional board of Linköping (2015/349-31). Studies III and 
IV were not eligible under Swedish ethical legislation, but an advisory opin-
ion with no objections was given for study III by the regional board of Lin-
köping (2018/129-31). 

As stated in the Declaration of Helsinki, most medical research inter-
ventions involve risks and burdens. In this thesis, perceived risks were 
questions and procedures within the studies affecting the emotions and 
feelings of the patient. Perceived burden could be the extra time an already 
discomforting situation gives patients by participating. These are two of 
many possible scenarios affecting the patient. Several actions were taken to 
minimize possible risks for patients when conducting the studies. Thor-
ough information was given to all participants: the aim, what participation 
would require, intentions, and history on why the study was taking place, 
together with information on confidentiality, voluntariness, and the right 
to discontinue at any time. Their confidentiality was protected using ID 
numbers on both questionnaires and transcribed text. The data collected 
were stored in a locked room and a locked computer. For the comfort of the 
participants, they chose the location for filling out the questionnaire and 
taking part in interviews. Ultimately, the aim of this thesis was to gain a 
deeper understanding of young adults’ health care utilization in terms of 
needs and prerequisites, which was considered to benefit those involved in 
the studies, thereby outweighing the risks and burdens.  
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RESULTS 

In this thesis, just over 1,000,000 unique individuals (56 percent women), 
with a total of 8,664,320 doctor visits, aged 20-89 years were registered in 
the registries (study I). Out of 496 distributed questionnaires, 207 were re-
turned and included in the study, resulting in a response rate of 42 percent 
(study I). Of these, 106 participants gave consent to view medical records 
for the outcome after the visit and 157 were eligible for the health literacy 
analysis (study I). In addition, 45 participants gave notice of interest in the 
questionnaire to participate in the forthcoming interview study as well. Of 
those showing interest, six informants were chosen and an additional seven 
informants were collected on set. A total of 14 young adults participated in 
interviews and observations and 36 informants participated in focus 
groups (study III). Participants included in the qualitative studies are pre-
sented more thoroughly in the method section. Study IV used health infor-
mation texts for data collection and, therefore, had no participants. 

Characterizations of young adults seeking health care 
The registry results (study I) demonstrated that first-line health care visits, 
specifically doctor visits, significantly increased in almost every age group 
during the period of 2004-2014. For young adults, the mean values for PHC 
and ED visits together increased 0.15, 0.21, and 0.05 in region Östergöt-
land, Kalmar and Jönköping respectively. However, young adults’ health 
care visits had not increased compared to other age groups (comparison 
p>0.05).  

The registry results indicated that the most common diagnosis for 
young adults visiting EDs was R10: abdominal and pelvic pain. During the 
study period, this diagnosis increased from 8 to 14 percent. In the last year 
registered, 13.8 percent of young adults had the diagnosis R104x: other and 
unspecified abdominal pain not otherwise specified (NOS), 63 percent of 
whom were female. The diagnosis R104x decreased with increasing age, 
from 14 percent among the youngest age group to 4 percent within the old-
est age group. Chest pain unspecified (R074) was the second most common 
diagnosis for young adults visiting EDs (3.1 percent). The main diagnoses 
were more scattered for young adults visiting PHCs, with the most common 
diagnosis being acute upper respiratory infection (J06; 3.6 percent).  

The questionnaire results showed that 32 percent of young adults re-
ceived the group diagnosis ‘Symptoms, signs and abnormal clinical and 
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laboratory findings, not elsewhere classified’ (R00-R99), half of them be-
ing diagnosed with abdominal and pelvic pain unspecified (R10.4 and 
R10.4x). The second largest group of diagnoses was injury or poisoning (15 
percent), followed by respiratory (9 percent) and musculoskeletal (8 per-
cent) system and mental and behavioural disorders (7 percent).  

 

Table 2: Characteristics of the study population for questionnaire-based data 

Variables 
 
 

 Questionnaire in total  
n=207  

HLS-EU-Q16 SE  
n=157  

 n (%) Drop-outs n (%) Drop-outs 

Sex Male 80  (39) - 58  (37) - 
 Female 127  (61)  99  (63)  
Age 20-24 years 121  (59) 4 93  (61) 4 
(mean 24 years) 25-29 years 82  (40)  60  (39)  
Education Primary school 14  (7) 6 10  (6) 2 
 Secondary school 143  (71)  111  (72)  
 University/college 44  (22)  33  (22)  
 Other 1  (1)  1  (1)  
Housing Marriage/cohabitation 96  (48) 8 76  (50) 4 
 One-person household 46  (23)  35  (23)  
 Living with parent(s) 55  (28)  41  (27)  
 Other 2  (1)  1  (1)  
Country of origin Sweden 182  (88) - 137  (87) - 

Other 25  (12)  20 (13)  
HLS-EU-Q16 SE score  
(mean: 13, SD: 2,7) 

0-8    9 (6)  
9-12    49 (31)  
13-16    99 (63)  

Table developed by Viktorsson et al. 2019 (69) (CC-BY Licence) 
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 Figure 5: Mean doctor visits at EDs and PHCs compared in time and in differ-
ent age groups with 95 % confidence level (error bars). Note the various time 
and scale intervals.  
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Different health care settings and health literacy 
At EDs, almost 50 percent of patients had had symptoms for less than 

24 hours, and the most common symptoms were gastrointestinal. At PHCs, 
only 15 percent of patients had had symptoms for less than 24 hours, and 
respiratory and psychiatric symptoms dominated. ED patients reported 
having had health care professionals’ recommendation to seek help to a 
greater extent than PHC patients reported. Being an ED patient interacted 
with gastrointestinal symptoms, having had symptoms for less than 24 
hours, and receiving a health care professional’s recommendation to seek 
care.  

 Of those answering the HLS-EU-Q16 SE, one-third (37 percent) had 
insufficient and/or problematic health literacy. Having lower health liter-
acy was associated with being more anxious about health in general and 
having less trust in health care. In addition, this group had more psychiat-
ric symptoms but less trauma than patients with sufficient health literacy.  

Needs and prerequisites when seeking health care 
The explorative results demonstrate that first-line health care seeking 
among young adults is a process consisting of four linear steps that culmi-
nate in health care experiences affecting future health care visits. Included 
within this process are the contributing factors such as online health infor-
mation and health care personnel.  

 

 

Figure 6: Overview of the explorative results. Modified from Viktorsson et al. 
(63, 70) (CC-BY Licence) 
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From a young adult perspective (Study II) 

The sense of being taken seriously 

A theory was elaborated about young adults’ health care utilization demon-
strating an emergent concern of the perception of being taken seriously 
(study II). From the perspective of young adults, seeking health care could 
be viewed as a four-step process. Each step in the process influences the 
general feeling of being taken seriously. Factors contributing to the sense 
of being taken seriously are being listened to, being taken care of, getting 
information and explanations, given the opportunity to speak freely, and 
feeling involved. The feeling of needing to justify visits almost as if imagin-
ing symptoms reoccurred.   

Becoming aware of and verifying symptoms  

The first step in the process of seeking first-line health care was becoming 
aware of symptoms (study II). Young adults spend time acknowledging 
symptoms and self-assessing whether to seek care. In the second step, in-
formants demonstrated a willingness to try to verify symptoms before seek-
ing health care, foremost from the health care service guide, family, and/or 
friends. These first two steps initiate the health care seeking process among 
young adults and demonstrated their health care visits were preceded by 
self-assessment.  

Communicating symptoms  

Communicating symptoms was the third step and the most decisive part in 
the first-line health care seeking process for young adults (study II). Com-
municating symptoms in a satisfying way for both the doctor and the pa-
tient was affected by symptom clarity, the patients’ behavioural ap-
proaches, and the patients’ health care know-how. 

If symptoms were clear, less communication was needed. Young adults 
with clear symptoms but difficulties expressing themselves managed well 
throughout the health care visit, as they were given mostly confirming yes 
or no questions. On the other hand, those with unclear symptoms needed 
different skills to manage communication.  

Four behavioural approaches appeared in the elaborated theory: sub-
missive, conformable, insistent, or assertive. The submissive approach was 
mostly ascribed to first-time visitors. These patients showed a lack of opin-
ion, leaving most of the communication to the doctor. Young adults who 
had limited experience within health care were recognized as conformable, 
and they were mostly positive with the little experience they had and were 
likely to rely on the doctor’s competence. For young adults having previous 
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negative experiences with health care, an insistent approach appeared. 
Their trust in health care had been damaged, and their trust in the health 
care system was affected negatively. An assertive approach, having confi-
dence without being a threat to others, was present among patients who 
had earlier positive experiences with health care and were sometimes al-
ready patients due to other chronic diseases. With unclear symptoms, the 
patient’s behavioural approach became either an asset or an aggravating 
factor for communicating perceived needs. An assertive approach resulted 
in a better-perceived health care visit than a submissive approach. An as-
sertive approach also possessed more of what is referred to in this study as 
health care know-how.  

Health care know-how constituted having the skill to know what health 
care personnel looked for, the underlying implicit questions, and learning 
how the health care system works. This skill was developed by health care 
experience. When having positive experiences, health care know-how was 
demonstrated developed in a positive way, with the patient becoming as-
sertive. With negative experience, health care know-how was demonstrated 
developed in a way in which the patient became insistent. The patient 
learned the health care system and the tacit knowledge involved getting one 
step ahead. 

Receiving medical opinion about symptoms  

The final step was receiving a medical opinion about their symptoms (study 
II). Among the young adults studied, there was an expressed need to know 
what they suffered from but also being given information about what ac-
tions to consider in the future if symptoms returned. The time spent in giv-
ing a medical opinion seemed to have an impact on whether the patient 
thought the visit was positive or negative. The last step was passive for the 
patient receiving the doctor’s conclusion, with limited ability for input.  

The need to enable self-management became clear in the final step of 
the health care seeking process. While young adults’ commitment to exe-
cuting self-care differed depending on the individual, there was still a per-
ceived need of understanding what they suffered from, why symptoms oc-
curred, and what to do if symptoms returned. If this was not cleared out 
and not fully understood, the feeling of being abandoned and deluding one-
self would arise.   

The influence of online health information (Study IV) 

Young adults demonstrated attempts to verify symptoms before seeking 
health care (study II), foremost by reaching out to family or friends and/or 
health service information. Health care services were being frequently 
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used, by telephone (1177) or going online (1177.se), and young adults 
thought highly of these services (studies I and II).  

Online health information, one external factor used to verify symp-
toms, provided information in two dimensions. The information was con-
cretized and narrowed down to help the patient come to a conclusion on 
whether to seek health care. However, the information also comprised a 
modified dimension of omitting information, challenging the reader to 
handle risk and possibilities, factors of uncertainty, and demanding some 
degree of health care knowledge to fully understand the information given.  

The elemental information comprised what would be part of the anam-
nesis at a health care visit. The information included descriptions, expla-
nations, putting symptoms in relation to time, location, and intensity, and 
clearing out different body functions. When having formed the foundation 
of information and specified the problem, the elemental information also 
consisted of giving advice on whether to handle symptoms or go further by 
visiting a health care professional.  

In addition to the elemental information, modified information 
emerged, having the reader balance different considerations and probabil-
ities and dealing with factors of uncertainty. The modified information was 
shown to have a tendency for cautiousness, thereby ruling out self-care.  

Health care personnel’s perspective (Study III) 

Distribution of responsibility 

When adding health care personnel’s experiences of young adults’ health 
care utilization, a question of the distribution of responsibility emerged. 
From the perspective of health care personnel, young adults were consid-
ered to put too much responsibility on getting healthy on health care, una-
ble to handle symptoms by themselves. However, health care personnel 
also recognized that health care in recent years has transferred more re-
sponsibility on patients than before. Health care personnel showed an un-
derstanding for young adults’ perceived needs, but also argued for actions 
to prevent some of their health care seeking behaviour.  

Perceptions of young health care consumers  

Health care personnel considered young adults as being highly influenced 
by their surroundings − both friends and family and what was being re-
ferred to as Googling. Overall, when considering external influences, 
health care personnel perceived young adults as having some knowledge 
and understanding for austerity in health care but perceived a tendency for 
unrealistic demands on what measures to consider. They were considered 
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well informed but seemed to miss out on important information about 
when and where to seek care. The need for more information about health 
care and self-care was considered important and should be taught in 
schools. 

Health care personnel considered that self-care was seldom performed 
among young adults. Young adults were perceived as seeking care for mi-
nor or vague symptoms that were often harmless before having read about 
self-care or called a health care guide service, and for wanting help fast and 
getting a quick fix. In addition, young adults were perceived as demanding 
and think of themselves as entitled to every examination and medication 
available. 

Lastly, the ability to communicate was described as differentiating 
somewhat between young adults and other age groups. A perceived diffi-
culty of receiving a good and satisfying anamnesis was described, especially 
from younger men. Either young patients appeared as novices with diffi-
culty giving a concrete and satisfying medical history, or had a tendency to 
exaggerate symptoms. Several approaches to managing a good conversa-
tion with young adults were described, such as using a person-centred care 
approach and giving that little extra by educating, explaining, confirming, 
and doing a final check when possible. Giving that little extra was empha-
sized as sometimes difficult given the demands to prioritize patients with 
more serious illness and lack of time.  

Conditions for health care providers 

Much attention was emphasized on whether young adults sought care at 
the right place at the right time. The degree of emergency was discussed 
repeatedly at both EDs and PHCs and emerged as a key factor taken into 
consideration on where to seek care within the health care setting. What 
was defined as an emergency differed depending on the health care unit, 
health care provider, and situation. Health care guide services were consid-
ered to be generous with referrals, on-call centres were exemplified as en-
abling unnecessary care due to the possibility of self-referral, and different 
types of gatekeeping were described at EDs and PHCs to ensure correct pri-
orities. Underlying circumstances for discussing the degree of emergency 
appeared as legal, ethical, and moral. When assessing a patient, health care 
personnel have to consider what health care can offer in contrast to what 
health care should offer based on health care being publicly funded. There 
was a perceived contradiction between not being able to treat every patient 
(having to prioritize) while also having to deal with requirements of in-
creased accessibility. Regulations and priorities, together with meeting 
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with young adults unaware of these circumstances, were perceived as frus-
trating, especially since young adults were arguably a relatively healthy age 
group seldom suffering from a severe illness.  

Health care experience (Study II) 

The health care-seeking process among young adults – becoming aware of 
symptoms, verifying symptoms, communicating symptoms, and receiving 
medical opinion about symptoms – together with external prerequisites 
(online health information and health care personnel) results in new expe-
riences with health care, experiences affecting future health care visits 
(Study II). With first time visitors, the lack of experience had a submissive 
or conformable behavioural approach. Having had several visits before also 
provided some health care knowledge and affected future health care visits 
differently depending on having either positive or negative experiences. 
With positive experiences, young adults seemed to develop a more assertive 
behavioural approach, enabling communication. Negative experiences 
seemed to result in an insistent behavioural approach, resulting in signs of 
difficulties trusting health care and feeling the need to exaggerate symp-
toms.  

Health care utilization, empowerment and health lit-
eracy  

 

Figure 7: Visual representation of the results of this thesis 
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The results in this thesis illuminate that the interaction between the young 
adult and health care, where the health information is exchanged, is a cru-
cial part to empower young adults for future self-care. When seeking first-
line health care, young adults encounter several challenges in trying to un-
derstand and conclude what to do with existing symptoms. The support 
they receive, or the lack of support they meet, affects later visits, which is 
why health care utilization becomes a process. Young adults demonstrate a 
need for support. By being newcomers to adult health care, they are inex-
perienced with handling symptoms by themselves.  

Health information has emerged as a key factor in health care utiliza-
tion among young adults; young adults demonstrate a need for more health 
information (studies I, II, and IV), whereas health care personnel perceive 
young adults as being ignorant to available information (study III). When 
viewing online health information, results demonstrate an abundance of 
health information, but much of the information available demands skills 
and knowledge, i.e. health literacy, for accurate interpretation and, by in-
dicating the need for diagnosis and being cautious if symptoms are diffuse, 
self-care is not seldom ruled out (study IV).  

The possibilities for young adults to seek care for non-urgent symp-
toms are somewhat limited (studies II and III). Different legislation and 
ethical considerations contribute to a dilemma regarding what to do and 
how to go forward in health care. There will always be those with greater 
needs, with older age groups generally having greater needs than younger 
age groups. However, with younger age comes great possibilities for pre-
ventive work with one’s own health given the right prerequisites. 
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DISCUSSION 

The overall aim of this thesis was to describe and explore young adults’ 
health care utilization within first-line health care in relation to perceived 
needs and prerequisites. The results demonstrated both enabling and ob-
structing factors for young adults seeking health care, summarizing infor-
mation and communication being key factors in health care utilisation.  

The need for support 
Different types of support to verify symptoms were well used among young 
adults (studies I-IV). Nonetheless, many seemed unsure on what to do 
about symptoms (studies I and II). Young adults were expected to self-care 
to a great extent, especially for what were perceived as trivial symptoms 
(study III). However, when becoming aware of symptoms and trying to ver-
ify them, they were met with encouragement to seek care if uncertain about 
their symptoms (studies II and IV). Online health information, by offering 
a great amount of information, tended to rule out self-care when having 
difficulties clearing out diffuse/unclear symptoms such as stomach ache 
and chest pain (study IV), the two most common symptoms among young 
adults (study I). In addition to the perceived absence of self-care among 
young adults, health care personnel had thoughts concerning which health 
care facility young adults decided to go to and if the right level of care had 
been considered (study III). For young adults, deciding on where to go was 
presented as being of minor importance. Where they sought care was pri-
marily decided by where they could go, the time of day, perception about 
injury or illness, and/or what had been recommended (studies I and II). In 
research, six mechanisms have been shown to explain why individuals con-
sider needing care: 1) risk minimization, anxiety caused by uncertainty or 
past traumatic events or fear of consequences when responsible for others; 
2) need for speed, the need to go back to normal quickly or need of imme-
diate pain relief or waited long enough for things to improve; 3) low effort, 
inability to cope due to stress; 4) compliance, following advice in trusted 
others; 5) availability and quality of care, perceived better service from the 
ED; and 6) frustration, lacking accessibility to GP quickly enough (33). Not 
only are the mechanisms explanatory for why care is sought at what is not 
considered the right level of care, but they also entail the reasons behind 
those mechanisms, similar to the results found in this thesis. The need for 
speed, or as mentioned by health care personnel, “seeking a ‘quick fix’” 
(study III), could be considered more of a need to function normally as 
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quick as possible to attend to responsibilities rather than having to do with 
convenience. As argued in earlier research, exploring the complexity be-
hind the ‘convenience’ label is important for understanding young adults’ 
decision-making (55). Findings from study III demonstrate several percep-
tions of young adults that can be placed under the convenience label, 
whereas study IV demonstrated several factors that make it difficult to feel 
comfortable handling symptoms by yourself. The need to be taken seriously 
and enabling self-management were two aspects highlighted in the results 
(study II), aspects shown to be somewhat difficult to manage from health 
care (study III). This was also demonstrated in research in which the pro-
portion of ED visits considered inappropriate interacted with the regularity 
of health care use (71). In addition, an increased probability of further 
health care visits in the month following a non-urgent visit to the ED 
and/or an unscheduled primary health care visit, regardless of where it first 
visit took place, has been demonstrated (72). This could be a possible signs 
of health care being hard to get hold of and not enabling self-management. 
As argued be Welle-Nilsen et al., the high prevalence of care seeking for 
minor illness outside working hours could be viewed as poor access to doc-
tors in primary care and a lack of structured and acknowledged information 
for patients (52). By meeting young adults’ needs at the primary care level, 
non-urgent visits to EDs could be reduced, especially by better coordinated 
services (73). As highlighted by Gustafsson et al. (34), if health care services 
fail to meet the needs of patients seeking care for minor illnesses, these pa-
tients may instead be found at out-of-hours clinics and EDs. An example of 
an attempt to better coordinated services involved placing general practi-
tioners at EDs. Findings demonstrated promising results with shorter wait-
ing and treatment times, though the need for more research were high-
lighted (74, 75).  

One-third of young adults demonstrated insufficient and/or problem-
atic health literacy (study I). Furthermore, questionnaire analysis showed 
that young adults with insufficient and/or problematic health literacy were 
more anxious about health in general and had less trust in health care 
(study I). Recognizing young adults’ health care utilization as a process ra-
ther than isolated actions is one step towards understanding young adults’ 
needs. As demonstrated in figure 7 above, an individual’s health literacy 
and empowerment have the ability to develop in the interaction between 
health care and the patient. As demonstrated in the journey to health and 
well-being model elaborated by Rowlands et al. (76), decisions about 
health are made in the context of everyday life. Except for the starting point 
of family health history and ethnicity/culture, premises that one is unable 
to change, important parts are the collection of health information (media, 
health care guide service, talking to family and friends and health care per-
sonnel) together with the way you live your life (work, money, eating, social 
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activity, local community, etc.). These two factors comprise your health and 
well-being. Important to add are reading and understanding what inter-
connects these factors. This model illuminates the important aspect of not 
just having information available, but interacting with the available infor-
mation. As indicated in other research, experiences with illness are attained 
throughout life (34). A process in need of ability to access, understand, ap-
ply, and appraise health information to gain empowerment. 

The capacity to support  
Enabling self-management emerged as an important part of young adults’ 
health care seeking process. The need to know what was causing symptoms 
and being given advice on what to do if symptoms return was emphasized 
(study II). On the other hand, health care personnel perceived young adults 
as being ignorant of where to go for what symptoms and when to consider 
self-care (study III). Descriptions of young adults entering EDs and/or on-
call centres without urgent symptoms were recurrent, whereas PHCs were 
thought of as the more appropriate place for consultation (study III). The 
health care guide service was considered almost as a lonely island, sepa-
rated from other entrances to health care. This somewhat explained health 
care personnel’s’ perceptions of health care guidance being too generous 
with referrals, though also recognizing that they have a difficult task in try-
ing to determine symptoms by telephone (study III). An analysis of Scottish 
telephone triage (NHS24) concerning young adults calling for chest pain 
demonstrated that only 8 percent got guidance for self-care (77). Further-
more, a registry study on referrals from the telephone health care guide 
service in England (NHS Direct) demonstrated that the classification of ur-
gency varied depending on time of day, age, and symptoms (78). The health 
care guide service has challenging demands and prerequisites to make 
medical assessments without physical meetings or test results. Results 
from the registry study of the English NHS found that acute referrals are 
overrepresented in the evenings (15:00-23:00), highlighting a potential 
need for an extension of physical assessments outside working hours.  

Young adults attempted to verify symptoms and what to do before mak-
ing a health care visit (study II). In addition, two-thirds of young adults had 
sufficient health literacy (study I), indicating that they were capable of ap-
plying the health care information they received. Young adults’ health care 
utilization was characterized foremost by seeking care for gastrointestinal 
symptoms and chest pain (studies I and II). Online information often ad-
vises to take diffuse symptoms seriously and to seek care if unsure of what 
is causing symptoms (study IV). Research on parents using online health 
information for their child demonstrated that the information could both 
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strengthen and negatively affect their self-care capacity because infor-
mation could worry and increase anxiety (79). As shown in study I, ED pa-
tients had been advised to seek care to a greater extent than PHC patients. 
Yet, health care personnel felt a need to increase young adults’ knowledge 
about health care structures and their ability to differentiate normal bodily 
changes and symptoms in need of care (study III). Earlier research demon-
strated similar needs among health care personnel wanting to decrease the 
number of non-urgent ED visits (40). Examples of suggestions were patient 
education on the appropriate use of health care, gatekeeping to EDs by 
needing authorization, and a financial penalty if assessed as non-urgent. 
However, one of the main suggestions, from more than 50 percent of asked 
professionals, was improved continuity of care outside regular working 
hours (40).  

The thesis results indicate that first-line health care is perceived to be 
scattered, with too many entrances, units, and activities, by health care per-
sonnel (study III). In addition, what is considered emergent, having to use 
rather though gate-keeping, made health care personnel question whether 
young adults were at the right place at the right time (study III). In contrast 
was the argument that a health care visit could only be considered avoida-
ble in retrospect and should not be the responsibility of the patients but 
considered a failure within the health care structure (study III). As argued 
by Weber (80), instead of studying which kind of individuals/patients seek 
care at EDs inappropriately, ED visits for some specific conditions should 
be studied as signals of inadequate community-based resources.  

The communication in between - sharing information 
The results demonstrate how focus should be placed on how to exchange 
information, either by two-way communication or by one-way communi-
cation using the Internet (studies I-IV). As shown in figure 7, in some part 
the results interact with the argument of empowerment (11): The actual ca-
pacity for the patient to act lies within the interface between the theoretical 
possibilities (health care) and subjective capacity (the individual). When a 
newcomer to adult health care, the possibility to meet and share symptoms, 
thoughts, fears, view of the future, etc. was important for future self-man-
agement (study II). The thesis results demonstrate that the meeting be-
tween young adult patients and health care personnel is similar to health 
literacy and understood as both a product of individual skills/abilities and 
health care demands and complexities (20). To empower young adults, the 
interface between the patient and health care personnel should be widened, 
or at least change in content. The possibilities to emphasize and develop 
health literacy and empowerment emerge within those intersections. As 
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discussed by Irwin (48), young adulthood is a missed opportunity for pre-
ventive interventions. The transition from adolescent to young adult comes 
with an increased need to take responsibility for one’s own health and is a 
starting point for building relationships within adult health care (48). The 
question, “What have you Googled?” could be a good starting point when 
seeking care as mentioned in study III. While there are many different rea-
sons why young adults chose to seek health information before or after a 
health care visit, one reason could be a person’s willingness to communi-
cate (81). Young adults demonstrated different approaches to communica-
tion with health care personnel, from submissive to assertive (study II). 
People with a willingness to communicate are shown to gather online 
health information before a health care visit to prepare for and use in com-
munication with a health care professional. People with low willingness to 
communicate primarily use online health information to clarify what was 
said during the health care visit (81). These two aspects could be applied to 
the young adults studied in this thesis. By having an understanding of 
whether the patient is already well informed or is about to go home and 
search online, health care personnel could choose different approaches to 
help the individual find conclusive information.  

Access to online health information has increased massively since the 
introduction of the Internet, whereas difficulties in accessibility to health 
care has also increased (i.e., decreased two-way information from health 
care professionals). Demands for self-care and managing symptoms by 
yourself are some of the findings in the thesis results (study III), but when 
trying to verify symptoms, online health information often advises caution 
(study IV). With health information online being on the path of going from 
a supplemental source of health care information to becoming a replace-
ment source of health care information, the importance of online health 
information being consistent with the accessible health care is emphasized.  

Patients of younger age are less satisfied with health information given 
from health care than older age groups, especially concerning knowing 
about medical history, giving easy to understand information, and being 
given contradictory information (82). This could be an explanatory factor 
for going online and seeking health information after the health care visit. 
As argued in other research, seeking health information elsewhere depends 
on relational factors, with doctors being less patient-centred making pa-
tients less satisfied with doctor performance (83). When studying satisfac-
tion with outcomes of health care visits concerning antibiotics, patients 
were satisfied regardless of whether antibiotics were given if they had sat-
isfying communication with explanations for why antibiotics were not 
needed. This demonstrates the importance of communication by the doctor 
or even having neutral “expert” information to give the patient (84), as 
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young adults not satisfied with their care presents difficulties negotiating 
care and have trust issues and communication difficulties (54).  

Methodological considerations 
There are some limitations of importance to consider in each of the studies 
within this thesis. One limitation was time oriented (studies I, III, and IV). 
Different time limits and changes to prerequisites occurred. In the first 
study, an additional week or two for data collection with the questionnaires 
could have been of value. The number of missing values for some of the 
variables within the questionnaire later constituted a limitation for possible 
subgroup analyses. Unfortunately, a new timeframe was not possible due 
to private circumstances. Another time limit was the shorter period of data 
available in the registry study for two of the three studied regions. Results 
from registries showed no significance in regard to doctor visits between 
young adults and other age groups during the years studied, though a 
longer period in the regions of Kalmar and Jönköping could possibly have 
given different results. As explained in the method section, data from ear-
lier years could not be made available due to a change in the data systems. 
The time limitation in study III had to do with having the interviews over 
lunch, thereby being restrained to only 1 hour. However, none of the focus 
interviews were rushed, and all participants seemed satisfied with the con-
versations, even having a few things to add at the end of each interview. 
Limited time also became a possible obstacle in study IV. The time needed 
to analyse the texts forced a rather tough limitation on texts in order to 
handle the analysis process. The research team had to exclude web-pages 
possibly of interest for the study. However, the risk of missing important 
texts was reduced by going through roughly all the text results on the first 
page of search results.  

Another limitation to consider was the inclusion and exclusion criteria. 
The inclusion of participants in study II was based on already included par-
ticipants from the questionnaire in study I. This could have contributed to 
a limitation of possible different qualities of young adults participating. 
However, from the available group, the research team selected participants 
with as different attributes as possible still being of interest considering the 
research aim. In addition, the limit of possible participants to interview 
from questionnaires was compensated by the observations and interviews 
done on set instead. One exclusion criterion was not speaking Swedish flu-
ently, a decision that possibly excluded patients with other cultures and 
ethnicities. The choice was based on not being able to manage the possible 
difficulties of understanding each other, such as needing an interpreter. 
This could be considered an important limitation, especially as measuring 
health literacy and missing people of other ethnicities. If going further with 
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studying young adults’ health care utilization, the aspect of cultural and 
ethnic differences could be a topic of interest. 

When reflecting on the results in study II, a second round of observa-
tions using a template from what was known thus far could possibly have 
deepened the understanding of results within specific categories. The rea-
son to not use a template was due to wanting to be open minded in the 
meetings with the participants, not knowing what the meeting would look 
like. This was likely the right choice considering that grounded theory was 
used as a method, and the use of a template would probably still not have 
changed the main findings. 

Limitations concerning this thesis could be not having included the 
health care guide service and seeking health care with doctors online. Our 
intention was to include the Swedish health care guide service at some 
point, but the restrained possibilities to access data and the difficulties en-
countering the patient made it difficult to execute a study with respect to 
study aims and patients. Seeing doctors online was a relatively new concept 
in the beginning of this thesis back in 2016. As argued in the preface, sev-
eral of the interviewed patients did not know about the possibility of visit-
ing a doctor online, which is why we decided not to include online doctors 
for this thesis. 
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CONCLUSIONS 

 Young adults’ health-care utilization in first-line health care in 
terms of doctor visits, at both PHCs and EDs, increased during the 
studied years but not significantly more than in other age groups. 
In addition, the number of health care visits by young adults were 
not significantly greater than in other age groups. 

 One-third of the young adults demonstrated problematic and/or in-
sufficient health literacy, which in turn was associated with anxiety 
about symptoms, having lower reliance on health care, and seeking 
care for psychological symptoms.  

 Seeking care at EDs was associated with having gastrointestinal 
symptoms, symptoms for a shorter period of time, and seeking care 
to a higher degree on the recommendation of a health care provider 
than PHC patients.  

 Gastrointestinal symptoms and chest pain were the two most com-
mon symptoms. Caution was advised for both of these symptoms by 
online health information. 

 From the perspective of young adults, the main concern was the 
feeling of being taken seriously. That concern was set prior to any 
other results of the health care visit. 

 Young adults’ health care utilization should be considered a process 
rather than isolated actions. The process has four parts and leads to 
health care experiences affecting future health care visits. 

 Communication and enabling self-management were two factors 
shown to be in need of consideration by health care. 

 From the perspective of health care personnel, health care utiliza-
tion was a question of distribution of responsibility in which young 
adults were considered to place too much responsibility on health 
care to get healthy.  

 Health care personnel demonstrated difficulties handling non-ur-
gent symptoms as part of a health care structure forcing though pri-
ority settings and struggles on ethical dilemmas. 

 Young adults using online health information to verify symptoms 
were shown to be given basic, easy to understand information that 
narrowed down possible diagnoses. However, the information also 
contained a modified dimension, having the reader balance differ-
ent alternatives, probabilities, and uncertainties, making a decisive 
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conclusion on what to do with symptoms difficult if having online 
health information as the only source of information.    
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IMPLICATIONS FOR PRACTICE AND  
FURTHER RESEARCH 

The intention of this thesis was to consider a more holistic approach in ex-
ploring young adults’ health care utilization in first-line health care. The 
results demonstrate several considerations needed to understand health 
care utilization among young adults.  

The findings demonstrate that it is the interactions between young 
adults and health care that enable factors for future patient empowerment 
and for health literacy to emerge and have the possibility to develop. Where 
health information is shared and understood (i.e., What do you know and 
what do I know?), both health literacy and patient empowerment are given 
the ultimate prerequisites to develop. An important aspect to consider 
when meeting with young adults is the opportunity to strengthen future 
self-management and/or self-care. Emphasizing adjustments within each 
health care meeting has the chance to empower and still achieve the goal of 
effective health care. 

Within the interactions between young adults and health care, most 
important to young adults is the perception of being taken seriously. By 
acknowledging young adults primarily as newcomers to adult health care 
rather than part of a relatively healthy group, seeking care for non-urgent 
problems could possibly alter alternative attitudes and prejudices. Giving 
an extra five minutes or changing the content of the meeting and finding 
out a comprehensible level of communication could increase the feeling of 
being taken seriously in the future. What have you Googled or found out 
before this visit? What do you know and what do you want to share? 
These questions could be a good way to begin the encounter, and the an-
swer could help in understanding the patient’s behavioural approach (sub-
missive, conformable, insistent, or assertive). An understanding that could 
give insight on the level of information needed to be comprehensible. Per-
haps most important to consider is whether the patient is well prepared 
(insistent or assertive) or more inclined to search for information after-
wards (submissive and conformable). Many doctors today work with con-
firmation during a patient meeting with an emphasis on the end of the 
meeting, such as is that ok with you or does that sounds ok, whereas the 
results of this thesis emphasize the need to show interest in what the pa-
tient knows, has read, or wants to know and work from there. All four be-
havioural approaches would be interesting to explore further in future re-
search.   



Health care utilization among young adults 

 52

The communication used and considered in this thesis, both online and 
during consultation, demonstrates the premise of clear and easy to identify 
symptoms. Health care information is an important factor for health care 
utilization among young adults. Gaining an understanding of what is com-
municated to citizens is important. Online health information is foremost 
good, basic, and informative, though more consideration should be given 
to the modified dimensions. Handling probabilities and factors of uncer-
tainty makes it difficult for the reader to make decisive decisions about 
symptoms with online health information as the only source of infor-
mation, especially as caution is advised quite often if having diffuse symp-
toms.  

Encouraging self-care has historically been done in an effort to de-
crease the number of patients needing care in health care settings. How-
ever, could increase demand on self-care and preventive cautions alter self-
aware individuals concerned about symptoms? When seeking online on 
how to go further with self-care, advice for caution is found repeatedly. A 
possible paradox could be that the need from society to have a healthy pop-
ulation managing self-care and prevent illness causes individuals to seek 
care for minor symptoms due to having difficulties finding out how to self-
care and being advised to be cautious. An interesting aspect to take into 
consideration for future research together with the need for continued re-
search about underlying circumstances to perceived unnecessary health 
care. 
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